ABSTRACT
INTRODUCTION

C
ataract is the leading cause of blindness and reversible visual impairment in the world (1) (2) (3) , and is defined as any opacity in the crystalline reducing the visual acuity. It affects about 75% of the elderly over 70 years of age (3) (4) (5) , and impacts various aspects of vision interfering negatively in the quality of life (QOL) (4, 6) . According to Lee et al., decreased visual acuity is the second symptom of greater impact in the QOL, second only to breathing difficulties (4) . Consequent to cataract, there is a decrease of visual communication, thus increasing the risk for falls in this population (7, 8) , because in parallel comes decreased stability, balance, perception of distance and depth, and adaptation to dark, which results in difficulties for the recognition of impending dangers (3, 9, 10) . Elderly in this condition, struggling to remain stable facing complex environments and tasks, have two times more chances to fall (9, 11) . The fall is defined as the unintentional displacement of the body to a level lower than the starting position without correction in a timely manner, being determined by multifactorial conditions which compromise the stability, i.e. mechanisms involved with the maintenance of posture (12) . It is considered to be an important cause of morbidity and mortality in the elderly population, and one of the leading clinical and public health problems due to the high incidence, the complications and the high healthcare costs (9, 13) . This event can result in physical, functional and psychosocial limiting consequences, also resulting in reduced QOL (4, (12) (13) (14) . Considering the limiting effect of cataracts and falls imposed on the elderly population, the aim of this study is to assess the association between falls and the quality of life in elderly with cataract.
METHODS
It is an observational study with cross-sectional design conducted in Distrito Federal (DF), Brazil. We assessed 55 elderly patients from the ophthalmology departments of two public hospitals in DF enabled for cataract treatment and surgery.
The inclusion criteria used in the present study were: community elderly (e" 60 years) of both sexes with diagnosis of bilateral cataract confirmed by ophthalmic and diagnostic exams. The exclusion criteria were: clinical diagnosis or severe cognitive impairment suggestive of dementia (MMSE < 17) (n = 0), positive self-report to other uncorrected vision problems (n = 17) and surgical correction of cataract in one eye (n = 0). These criteria were adopted to prevent interfering in the interviews and acting as disturbers for the outcome analyzed.
This study was conducted during the period from December 2011 to December 2012.
The research project was approved by the Ethics Committee of the College of Education and Research in Health Sciences (FEPECS), and duly registered with the National Research Ethics Committee (opinion No. 0153/11).
A total of 38 elderly from the 55 previously selected were included in the study and divided into two groups: faller elderly (n = 18) and non-faller elderly (n = 20). It is understood by fallers elderly who have experienced one or more falls in the 12 months preceding the interview.
The questionnaire National Eye Institute -Visual Function Questionnaire 25 (NEI VFQ-25) was applied to assess the overall health of the patient as well as the quality of life related to visual health. This instrument is statistically proven for validity and reliability (15) . The NEI-VFQ 25 consists of three parts, the first with four questions related to general health and vision, the second part with twelve questions about the difficulties with daily activities, and the third part with nine questions related to visual problems and how they can interfere with the activities (15) . The 25 questions contained in the instrument can be grouped into five domains (physical, psychological, level of dependence, social relationships and overall health) and 12 subdomains (general health, vision, eye pain, nearsight activities, farsight activities, social aspects, mental health, activities of daily life, dependence, ability to drive cars, color vision and peripheral vision). For each question, there are 5 or 6 answer alternatives, and for such answers the score ranges from 0 to 100 points (0, 25, 50, 75, 100). For the questions with 6 possible answers, if the respondent chooses the last option, number 6, this question will not be scored and will not be part of the score as it does not refer to visual impairment. The total score will have a minimum value of zero and a maximum value of 100. The higher the score achieved, the better the quality of life and the visual function of the respondant (15) . We collected the following sociodemographic data by semistructured interview: sex, age (years), race (white, black or mulatto / mestizo / brown), education (literacy), marital status (married / living together, single, divorced / separated or widow), socioeconomic activity (with the question: "do you currently work?), economic situation (retirement) and family support (with the questions: 'do you live aline?' and if not 'who lives with you, family or friends?).
On general health data, the elderly were asked and answered a self-report with the number of diagnosed diseases, the number of medications in use, physical activity and self awareness of the ability to see even with the use of glasses or contact lenses (without difficulty, with a little or a lot of difficulty).
The fall was questioned by the question: "have you fallen in the last year?" and if so, "how many times did you fall?" All patients were told about the objectives and the methodology employed by signing, after said guidance, the term of free consent.
The Mini Mental State Examination was used in the study to exclude the elderly with severe cognitive impairment suggestive of dementia (cutoff < 17 points) (16) . The instrument was developed by Folstein et al. (17) , and comprised 30 questions grouped into seven categories: time orientation (5 points), spatial orientation (5 points), recording three words (3 points), attention and calculation (5 points), recall of three words (3 points), language (8 points) and visual constructive capacity (1 point). For each question 0 (wrong) and 1 (right) is scored, accounting a total score varying from a minimum of 0 points and a maximum of 30 points (18) . After tabulation and use of the data obtained in this study, we chose to characterize the sample and general health data through descriptive analysis and assess the association between falls and other variables using the nonparametric Mann-Whitney test. The statistical program used was BioEstat version 5.3, installed in a Windows environment and with a α=0.05 established.
RESULTS
The sample included 38 elderly of both sexes, with an average age of 71.66 years (± 5.80). Table 1 presents the general characterization of the sample (n = 38) according to the variables studied.
Regarding the general health and the number of diseases diagnosed, 7 (18.42%) reported hearing problems, 13 (34.21%), heart problems, 23 (60.53%) hypertension, 2 (5.26%) embolism / stroke, 8 (21.05%) diabetes, 3 (7.89%) tumor / cancer, 13 (34.21%) arthritis / rheumatism, 4 (10.53%) chronic lung disease, 5 (13,16 %) depression 7 (18.42%), osteoporosis, 17 (44.74%) urinary incontinence, 1 (2.63%), fecal incontinence and 11 (28.95%) labyrinthitis.
According to the perception of the elderly participanting in this study, 2 (5.26%) reported having no problem to see, 16
Menezes C, Vilaça KHC, Menezes RL Table 1 General characteristics (42.11%) had little problems and 20 (52.63%) with many problems. For the ability to hear, 17 (44.74%) reported having no problems, 15 (39.47%) had little problems and 6 (15.79%) with many problems.
In relation to the number of medications in use, 7 (18.42%) reported not to make use, 11 (28.95%) to make use of 1 to 2, 13 (34.21%) from 3 to 5 medications, and 7 (18.42%) used more than 5.
As for physical activities, 14 (36.84%) practice them and 24 (63.16%) do not practice.
Of the 38 elderly assessed, 18 were from the fallers group (47.37%) and 20 from the non-fallers group (52.63%). Among the faller elderly, 13 (72.20%) were female and 5 (27.80%) male, 6 (33.33%) reported having fallen only once, 3 (16.67%) reported two falls, and 9 (50%) three or more falls in the last 12 months. The average age was 71.66 years (± 5.80), ranging from 63 to 83 years. The age group of 70 years or more prevailed in both groups, being 10 (55.60%) among the fallers and 14 (70%) among the non-fallers.
The quality of life related to visual health (NEI-VFQ 25) is described by means of general average scores per group, detailed in table 2.
When we compare the group of fallers to the non-fallers, 10 subdomains showed lower scores among the fallers. Of these, besides the general score, four more subdomains assessed by the NEI-VFQ 25 showed statistical significance: nearsight activities (p = 0.0299), farsight activities (p = 0.0104), mental health (p = 0.0001) and dependence (p = 0.0008).
Only 3 (7.89%) participants in the study answered questions relating to the subdomain ability to drive; the others reported not performing this activity. Therefore, these data were not statistically significant for this study, and thus were not presented in the table 2.
Caracteristics / Category Fallers (n=18)
Non-fallers (n=20) n % n % Sex 
DISCUSSION
The assessment of QOL is widely accepted to examine the effects of various diseases and their treatments, including visual problems. The effects of visual system diseases on the quality of life present a growing interest, and since 2001 studies in Brazil make use of the NEI-VFQ 25 for this purpose, since it addresses not only the visual issue but also its influence on several other aspects of the QOL in addition to being a instrument for easy application.
In the group studied, it was possible to observe that both the general and the subdomain scores were mostly from medium to low, which coincides with the results found in other studies (2, 15, 19, 20) indicating that the decreased visual acuity interferes negatively on the QOL.
Visual impairments affect the activities and social participation of elderly, since they generate less visual communication, dependence and mobility restrictions (7, 21) . Elderly who suffered falls had shown to be even more dependent when compared to those who did not fall. The dependence as a result of adverse events in the later stages of life, as in old age, becomes even more relevant (22) . Studies (23, 24) associating visual deficits to falls indicate that this adverse event may interfere with functional capacity of the elderly, making it difficult to carry out their basic and instrumental daily-life activities, and affecting directly the quality of life of this population (25) . Another relevant factor noted was the mental health impairment, especially in faller elderly. The fact of becoming dependent makes the elderly often feel undervalued, and it may result in the development of psychological problems and poor quality of life (26, 27) . As well as the decrease in selfconfidence, low self-esteem and fear of falling triggered after the falls are feelings that guide the elderly after the accident (28) . The fear of falling and the falls are common syndromes with potentially serious outcomes among the elderly (29) . Surgical treatment of cataract has a positive impact on the quality of vision, allowing patients and perform well their usual (30) and work (31) activities, and reducing the occurrence of falls, especially after surgery of the first eye (32, 33) . Educational interventions for eye care for causes and treatment of senile cataract should be encouraged, since patients with underprivileged socio-cultural origin may have misconceptions of the real benefits of the intervention (34) . The presence of depressive aspects is common in elderly with visual impairment caused by cataract, and the improvement of these emotional changes is also seen with the implement of the view after surgery (21, 33) . Thus, we see that aspects of HRQOL can be negatively impacted by the fall, what makes us study and understand the importance of preventing this event especially in this population already exposed by visual deficit.
These findings must be understood within the limitations of this study, which apart from being a small sample, did not compare people of similar age group without visual changes. The continuation of this study is recommended, increasing the population studied and drawing other correlations of variables that may influence the HRQOL.
CONCLUSION
The data from this study indicate that the HRQOL of the elderly with cataract and who suffered falls is worse, being closely linked to the visual function and mainly to mental health issues and dependence to conduct various activities. Although the results of this study can not be extrapolated to the general population because of the characteristics of the sample, the data analyzed here relate cataracts and falls as two important factors for the worsening of QOL, making the development of strategies for fall prevention and treatment and/or correction of visual impairment imposed by cataracts important to avoid future functional and psychosocial losses.
